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Patient Information 

                                                               
Please complete this ENTIRE page                                       


Name (First M.I. Last)  


__________________________________________________

Date of Birth

   

______________________________    Sex (circle) F / M

Social Security No.
  

__________-_________-_________

Mailing Address        
   Street: 
______________________________
 Apt #___________
  

City, State, Zip:
__________________________________________________

Primary Phone (used to confirm) 
(         ) ________- _____________

Alternate Phone



(         ) ________- _____________

First Language
             

______________________________

Marital Status (circle)      

Married   Divorced   Separated   Single   Widowed

	Race 

(Circle all that apply) 
	Ethnicity

(circle all that apply)
	Employment Status 

(circle one)

	White
	Hispanic or Latino
	Disabled

	Asian
	Not Hispanic or Latino
	Not Employed        

	Black or African American
	Native Hawaiian
	Self Employed

	Hispanic
	Other Pacific Island
	Retired

	American Indian or Alaska Native
	
	Employed: Full-Time     

                 Part-Time

	Native Hawaiian/Other Pacific Island
	
	Student:  Full-Time   

               Part-Time


Primary Care Physician Information    (If you do not have a PCP please check here______)

Name 

______________________________ 

Phone
(         ) ________- _____________

      
Address 
____________________________________________________________________________ 

Pharmacy Information:  

Name 

______________________________ 

Phone
(         ) ________- _____________

      
Address 
____________________________________________________________________________ 

HIPAA and Emergency Contact Information:  (*A HIPAA contact is someone with whom we may discuss appointments, medications, bills, medical and insurance information, etc.) 


Name 
_______________________________ 
 
Phone (         ) ________- _____________ 

Relation
_______________________________   

 (If you DO NOT  wish to have above person as a HIPAA contact please check here ____)


Name 
_______________________________ 
 
Phone (         ) ________- _____________ 

Relation
_______________________________   

 (If you DO NOT  wish to have above person as a HIPAA contact please check here ____)

How did you hear about us________________________________________________________________


IF NONE OF THE BELOW INFORMATION APPLIES

PLEASE PROCEED TO THE BOTTOM OF THIS FORM.

Guarantor Information (Please complete this section ONLY if you are not the subscriber to your insurance.  For example, if your insurance is provided by a husband, wife, parent, etc.  Please enter subscriber information here.)

Name
(first and last)
______________________________
  Relation to Patient_______________

Address (if different)
____________________________________________________________________





____________________________________________________________________

Date of Birth


______________________________

Social Security Number    __________-_________-_________

Guardian Information

Please complete this section ONLY for a minor child. Please enter Parent/Guardian Information

Name
(first and last)
______________________________
  Relation to Patient_______________

Address (if different)
____________________________________________________________________





____________________________________________________________________

Date of Birth


______________________________

Phone



______________________________

I have been given the “Independence Eye Associates, LLC Information Packet.”  

I have had time to read and review the packet and to ask any questions that I may have regarding the documents included in the packet.  I agree to all terms and conditions of the preceding documents.

____________________________________________________________
____________________

Signature of Patient (or person authorized to sign)

Date


